Fifty-six full-time graduate Marriage and Family Therapy (MFT) counseling students responded to case scenarios involving a client's expression of feelings of love and sexual attraction toward the therapist. The scenarios differed by diagnosis of the client (adjustment disorder versus histrionic personality disorder) and students were asked about their comfort level in discussing how to manage this situation with either their supervisor, personal therapist or trusted colleague when the feelings of sexual attraction in therapy were mutual versus non-mutual. They also indicated their comfort level in discussing their client's feelings in the treatment, and continuing to treat the client versus referring the client out under these varying conditions. Overall students felt comfortable discussing a case with their supervisor, however students' comfort level was significantly higher when feelings of attraction were non-mutual. Students felt most comfortable talking with their own therapist relative to either their supervisor or a colleague about these cases. When feelings of sexual attraction were mutual, students were much less comfortable referring out the client diagnosed with a histrionic personality disorder compared to the client diagnosed with an adjustment disorder. Students reported feeling comfortable discussing a client's feelings of sexual attraction with the client regardless of type of diagnosis and whether those feelings were mutual or non-mutual. Students were more comfortable continuing therapy when feelings of sexual attraction were non-mutual than mutual. Implications for training regarding management of these issues are discussed.
Introduction
Teaching counseling graduate students how to identify, address and respond to clients' expressions of love and sexual attraction in therapy, erotic transference and countertransference are some of the most difficult and neglected aspects of psychotherapist education and training (Bridges, 1994 (Bridges, , 1998 Harris, 2001 ). This is highly problematic because as educators and supervisors of graduate trainees, we need to assist our students/trainees in learning about appropriate boundaries in the therapeutic relationship (Buhari, 2013; Ladson, Welton, & Gillig, 2007; Perlman, 2009) . Providing opportunities for trainees to talk about feelings of sexual attraction in therapy, whether mutual or non-mutual, is important and necessary for the best interest of both the client and the trainee. In so doing, supervisors can provide a safe place for exploration of sexual feelings, and/or erotic transference and countertransference. At the same time, they can also reinforce the notion that it is the trainee's responsibility to maintain the safety of their clients and never violate any boundaries which ultimately could lead to sexual misconduct in therapy.
Most of the literature discussing sexual attraction, erotic transference and countertransference in therapy stems from the psychoanalytic perspective, (Liitmaer, 2004; Mann, 1999; Ogden, 1999; Slavin, Rahmani, & Pollock, 1998) which is highly informative but does not readily translate to the more diverse, short-term, behaviorally oriented training models that exist in many graduate counseling programs.
For the purpose of this paper, transference is defined as "the patient's perceptions and experiences of the therapist that are shaped by the patient's own psychological structures and past. These perceptions and experiences involve a carryover from the past, and a displacement onto the therapist of attitudes, feelings, and behaviors belonging rightfully in earlier significant relationships" and countertransference is defined as "the therapist's internal and external reactions to the patient based on the therapist's unresolved conflicts and vulnerabilities." (Gelso, Perez Rojas, & Marmarosh, 2014: p. 123 ).
Many authors agree that aspects of sexual attraction are present in most client-therapist relationships (Bernsen, Tabachnick & Pope, 1994; Hayes, 2014; Pope, Sonne, & Greene, 2006; Pope, Sonne, & Holroyd, 1993; Rodgers, 2011; Rouholamin, 2007; Sonne & Jochai, 2014) . Most students, however, report that their graduate program and/or clinical training did not address these issues adequately, if at all (Harris, 2001; Ladany et al., 1997; Pope, Keith-Spiegel, & Tabachnick, 2006) . The reasons for this are complex, and may include the clinical supervisor's, intern's or client's discomfort in talking about sexual attraction in therapy, the type of training program in which the trainee or intern is working, the type of client with whom the trainee is working, the length of treatment, the specific treatment modality, or other influencing factors.
Until more recently, it has been difficult to find material that discusses therapists' sexual feelings towards their clients, except in cases where the therapist acts out and crosses the ethical/legal boundary and becomes sexually involved with the client . Currently there is much discussion in educational programs about the ethical/legal issues related to those therapists who act out sexually with clients. However this is usually restricted to the prohibition against such activity and little discussion occurs about those therapists who do not act out sexually but do have sexual feelings for their clients and/or their clients have sexual feelings for them. "This suggests another possible myth: Good therapists (i.e., those who don't sexually exploit their patients), don't become sexually aroused during therapy sessions, don't vicariously enjoy the (sometimes) guilty pleasures of their patients' sexual experiences, and don't have sexual fantasies or dreams about their patients" (p. 99). Both supervisors and educators need to counteract this myth by being proactive in educating graduate counseling students that sexual feelings in therapy are normal and manageable as part of the therapeutic process (Pope et al., 1993) . While trainees may feel shame, guilt, fear, confusion, discomfort, anger, and/or embarrassment discussing sexual attraction in therapy, (Bernsen et al., Ladany et al., 1997; Pope et al., 1993) , it is crucial for supervisors and educators to address these issues to provide counseling students with effective ways of understanding and working through their feelings. Nickell, Hecker, Ray and Bercik (1995) found that when sexual behaviors or feelings are not specifically discussed or outlined as being either appropriate or inappropriate (according to the Code of Ethics), therapists reported little agreement regarding what may be helpful or harmful to clients when sexual attraction is anissue.
More recently, Gelso et al. (2014) have stated: "When examining love and sexuality in the therapeutic relationship it is deeply important for the therapist to seek understanding of his or her own and the patient's loving and sexual feelings, and to tease apart, as much as possible, the extent to which they are real relationship versus transference-countertransference based. The patient's loving and sexual feelings toward the therapist need to be explored and understood just as other feelings. Although it is crucial that the therapist seek understanding of his or her own loving and sexual feelings toward the patient, we express serious reservations about the therapeutic value of sharing these with the patient". (p. 123). Harris (2001) has recommended further research into the exploration of sexual attraction in therapy, especially with MFT graduate students as they have not been well represented in previous research, which has primarily been done with psychologists, social workers and trainees in both of these fields. Since MFT students treat couples and families in addition to individuals, the situations in which sexual attraction could develop are potentially much more complex and challenging.
In order to provide more information to the limited research regarding how MFT students respond to these issues, this pilot study explored a number of questions related to MFT graduate students' comfort level in dealing with feelings of sexual attraction in therapy. Specifically, we asked how comfortable they would feel talking about sexual attraction in therapy with their clinical supervisor, therapist or trusted colleague, and hypothesized that due to the confidential and non-judgmental nature of the therapeutic relationship, students would feel most comfortable discussing a case with their own therapist, followed by their clinical supervisor and lastly a trusted colleague. We also added a new dimension to this field of study by asking about students' comfort level in dealing with sexual attraction under differing diagnostic scenarios, (adjustment disorder vs histrionic personality disorder) and when feelings of sexual attraction between the student/trainee and client were mutual or non-mutual. We hypothesized that it might be more difficult dealing with feelings of sexual attraction when the client presents in a more sexually provocative way, (as is the case in the histrionic personality disorder scenario) and that it would be more difficult for trainees to discuss feelings of sexual attraction in supervision as well as with the client when the feelings were mutual versus non-mutual. As a follow-up, we explored how feelings of sexual attraction may affect how comfortable a student is in referring a client out to another therapist, or continuing on in therapy with the client, and how this may vary depending on the type of diagnosis and behavior of the client in the therapeutic relationship. We hypothesized that students would feel more comfortable referring out a client rather than continuing on in therapy when the feelings of sexual attraction were mutual, and would more likely refer out a client who exhibits sexually provocative behavior rather than continuing their treatment.
Methods

Participants
Participants were 56 full-time graduate students enrolled in a mandatory clinical practicum at the authors' institution. The sample included students from various campus locations in California who were at different stages of completing the six-month practicum. An informed consent form was signed by all participants.
Materials
The survey was developed by the authors of this study and contained three sections. The first section requested general demographic information such as age, sex, self-identified ethnicity (blank, fill in question), experience working in the mental health field, etc. The second section, central to the purpose of the survey, included four clinical vignettes pertaining to the diagnosis and treatment of sexual compulsivity and two pairs of case scenarios pertaining to sexual attraction/erotic transference in therapy. Data on sexual compulsivity has been previously published elsewhere (Shook, Parker, & Williams, 2013 ) so here we include only the scenarios related to sexual attraction (see Appendix). The two pairs differed only with respect to the diagnosis of a client. The first part of each pair briefly described a case in which a client indicated sexual attraction for the therapist, and in the second part of each pair the sexual attraction between client and therapist was mutual. For both parts of each pair, students were asked to indicate how comfortable they would be discussing the sexual attraction with their clinical supervisor, a trusted colleague, and the client. One item inquired about how comfortable they would be referring the client out or continuing treatment. The third section of the survey asked questions about education and training relevant to sexual attraction.
Procedure
Subsequent to approval from the Institutional Review Board, instructors teaching ongoing sections of clinical practicum were contacted by telephone, provided information about the purpose of the survey and instructions for its administration. Instructors were provided via mail the surveys, informed consent forms, and a standard set of instructions that were to be read to students. To preserve the anonymity of respondents, completed surveys and signed consent forms were sealed in separate envelopes and returned to the authors.
Parametric Statistical Analyses
Within subjects F-Tests were used to compare the comfort ratings for each of the five hypotheses. Although parametric tests of significance have traditionally been reserved for use with quantitative data, many researchers now agree that the mean and parametric tests are sufficiently robust that they can be used to analyze Likert data with little measurement error (Boone & Boone, 2012; Carifio & Perla, 2007; Murray, 2013) .
Results
Demographics
Details of participant characteristics have been reported elsewhere (Shook et al., 2013) and are briefly recounted here ( Table 1 ). The majority of participants were female (82.14%), heterosexual (92.86%), and between 20 -39 years of age (69.57%). Most respondents were affiliated with a Christian religion (46.44%) while another 25% reported no religious affiliation. The remaining students (one or two in each category) reported a variety of affiliations such as Islam or Pagan. The majority of the sample self-reported as Caucasian (46.44%), followed by Hispanic (16.07%), African American (12.5%), Asian (8.3%), and mixed. Table 2 illustrates the percent of students who indicated training and/or graduate education pertaining to issues of sexual attraction, erotic transference and countertransference in therapy. Over half (58.93%) of the students indicated that they had formal education in their graduate training about working with sexual attraction, erotic transference and/or countertransference issues with clients. However, a large majority (76.79%) reported that their clinical supervisors had never asked them about sexual attraction or erotic transference issues. The majority of students (82.14%) reported that they had formal graduate training on how to discuss sexual issues with clients. A vast majority of students (83.93%) reported that they had never worked with a client who expressed sexual feelings or attraction towards them.
Training and Education
Hypothesis 1
Feelings of sexual attraction may affect a student's comfort level in discussing a case with their clinical supervisor, and this effect may differ depending on client diagnosis. A two-way analysis of variance was used to test comfort levels among students based upon a scenario in which feelings of sexual attraction were non-mutual vs mutual and a client was diagnosed with either an adjustment disorder with mixed anxiety and depressed mood or histrionic personality disorder exhibiting sexually provocative behavior. Overall students felt comfortable discussing a case with their supervisor, however students' comfort level was significantly higher when feelings of attraction were non-mutual (F (1, 50) = 16.48, p < 0.001, 2 p η = 0.29), than mutual (see Table 3 for cell means and standard deviations). Students also reported significantly lower comfort levels as a function of client diagnosis (F (1, 50) = 5.74, p = 0.02, 2 p η = 0.10), but this depended on whether feelings were non-mutual vs. mutual. There was a significant interaction between attraction and type of diagnosis (F (1, 50) = 11.27, p = 0.002, 2 p η = 0.18). When sexual feelings were mutual, students were much less comfortable discussing the case with their supervisor when the client was diagnosed with an adjustment disorder than with a histrionic personality disorder, but when feelings were non-mutual there was little difference between comfort ratings as a function of diagnosis (Figure 1). 
Hypothesis 2
Due to the confidential nature of the therapeutic relationship, students would be expected to feel more comfortable discussing a case with their own therapist than with their clinical supervisor or a trusted colleague. However, comfort levels could vary depending on the type of client diagnosis (adjustment disorder vs histrionic personality disorder) and whether feelings of sexual attraction between student/trainee and client were mutual or nonmutual. A 3-way repeated measures ANOVA was used to test the main effects and interactions between attraction, client diagnosis, and type of relationship. Table 3 shows the mean and standard deviations for each condition. The main effect of attraction was significant (F (1, 35) = 5.82, p = 0.02, 2 p η = 0.143). Students reported feeling more comfortable discussing a case when feelings of sexual attraction were non-mutual than mutual. The main effect of relationship was significant; F (2, 70) = 30.15, p < 0.001, 2 p η = 0.46. The pattern of overall cell means (collapsing across attraction and diagnosis) indicated that students felt more comfortable talking with their own therapist relative to either their supervisor or a colleague. The pairwise comparisons for the main effect of relationship using Fisher's LSD test showed a significant difference between supervisor and therapist (p = 0.05), supervisor and colleague (p < 0.001), and therapist and colleague (p < 0.001). However, there was a significant interaction between attraction and relationship (F (2, 70) = 5.25, p = 0.008, 2 p η = 0.13). As can be seen in Figure 2 students reported feeling the most uncomfortable discussing a case with a colleague relative to their supervisor or therapist regardless of whether or not feelings of sexual attraction were mutual. Students felt the most comfortable discussing a case with their clinical supervisor, but much less so when feelings of sexual attraction were mutual. Feelings of sexual attraction did not affect comfort levels for discussing a case with their therapist.
The main effect for diagnosis (F (1, 35) = 2.05, p = 0.16, 
Hypothesis 3
Feelings of sexual attraction may affect how comfortable a student is in referring a client out to another therapist, and this may vary depending on the type of diagnosis and behavior of the client in the therapeutic relationship. A 2-way repeated measures ANOVA was used to test comfort levels in referring a client out when feelings of sexual attraction were non-mutual vs. mutual and the client was diagnosed with either an adjustment disorder (no sexually provocative behavior exhibited) or a histrionic personality disorder (sexually provocative behavior exhibited). The main effect of attraction was significant (F (1, 38) = 3.94, p = 0.05, 2 p η = 0.09), as was the attraction x scenario interaction (F (1, 38) = 3.75, p = 0.06.
2 p η = 0.09). As can be seen in Figure 3 , students were more comfortable referring a client out to another therapist when feelings of sexual attraction were mutual than non-mutual. When feelings of sexual attraction were mutual, students were much less comfortable referring out the client diagnosed with a histrionic personality disorder who displayed sexually provocative behaviors compared to the client diagnosed with an adjustment disorder and did not exhibit provocative behaviors. This pattern, though much smaller, was reversed when feelings of sexual attraction between student/trainee and client was non-mutual. The main effect of diagnosis was not significant (F (1, 38) = 0.40, p = 0.52, 2 p η = 0.01).
Hypothesis 4
A client's feelings of sexual attraction toward the student/trainee may affect the student's level of comfort in discussing those feelings with the client, and this may vary depending upon the type of diagnosis. There was no significant main effect for attraction (F (1, 46) = 1.96, p = 0.17, 2 p η = 0.04), diagnosis (F (1, 46) = 0.10, p = 0.75, partial η 2 = 0.002), or the attraction x diagnosis interaction, F (1, 46) = 0.80, p = 0.38, 2 p η = 0.02). Students reported feeling comfortable discussing a client's feelings of sexual attraction with the client regardless of whether those feelings were non-mutual (client attracted to student) or mutual, and their comfort level was not affected by the type of client diagnosis.
Hypothesis 5
Feelings of sexual attraction within a therapeutic relationship may affect how comfortable a student is in continuing therapy with a client, and this may be exacerbated if a client exhibits sexually provocative behavior. A two-way repeated measures ANOVA was used to examine the effects of sexual attraction and client diagnosis on students' comfort with continuing therapy. There was a significant main effect for attraction, F (1, 35) = 3.25, p = 0.08, 2 p η =0.09. Students were more comfortable continuing therapy when feelings of sexual attraction were non-mutual than mutual (Figure 4) . The main effect of diagnosis was not significant (F (1, 35) = 2.41, p = 0.13, 
Discussion
As we hypothesized, students were most comfortable talking about sexual attraction with their therapist, followed by their supervisor and least comfortable talking with a colleague, regardless of whether or not the feelings were mutual or non-mutual. This makes sense in that the therapeutic relationship is completely confidential and non-evaluative in nature. Students were also comfortable talking with their supervisor about sexual attraction but more so when it was non-mutual than mutual. This suggests that there may be some concern regarding how they are viewed by their supervisor when being more vulnerable by admitting to mutual sexual attraction towards their clients. Our students were least comfortable talking about sexual attraction in therapy with colleagues. While we do not know the specific reason for this finding, in previous research (Harris, 2001 ) it was noted that trainees were hesitant to talk about these issues with colleagues for fear of being seen as unethical in their behavior or concern that the colleague would possibly report them for an ethical violation.
As we hypothesized, our students were more comfortable referring a client out to another therapist when the feelings of sexual attraction were mutual rather than non-mutual. Referring clients out in these cases ensures that no boundaries will be violated by the trainee, however it is certainly not the sole way to manage this situation. An unexpected finding was that when feelings of sexual attraction were mutual, students reported feeling less comfortable referring out the client who exhibited sexually provocative behavior and a histrionic personality diagnosis and more comfortable referring out a higher functioning client with an adjustment disorder with depressed and anxious mood. Perhaps there was concern that the histrionic client might take the referral as more of a rejection and a potential abandonment of them since their behavior had been more sexually provocative and feelings of attraction were mutual. A qualitative follow-up study could ask students for their rationale in these decisions. In general, however, type of diagnosis did not have a significant impact on the students' decision making.
Contrary to our hypothesis, students indicated they would be comfortable talking about feelings of sexual attraction with their clients regardless of whether these feelings were mutual or non-mutual, and there was no difference in this finding by client diagnosis. This is an interesting finding in light of the fact that a vast majority of our students (83.93%) reported that they had never worked with a client who expressed sexual feelings or attraction towards them. They may believe in theory they would be comfortable in this situation because 58.93% indicated they had received graduate education in working with erotic transference and countertransference, and 82.14% noted they had had formal education in their graduate program regarding talking about sexual issues with clients. These are much higher figures than have been noted in previous graduate samples. It still remains to be seen how these results would actually translate to real experiences with clients.
As we predicted, our students reported being more comfortable continuing in therapy when the feelings of sexual attraction were non-mutual than mutual. This was true regardless of type of diagnosis.
Implications for Training
The issue of sexual attraction in therapy clearly needs more attention in both MFT graduate education and supervision. Within graduate programs, it can be addressed across a wide range of courses such as Ethics, Practicum, Counseling Paradigms, Couples Therapy, Family Therapy, Child and Adolescent Therapy, and Human Sexuality. Having an on-going discussion about this issue across the curriculum would help to normalize this phenomenon and allow for a more open and candid dialogue regarding how to effectively manage these feelings in treatment This can be done in a variety of formats including watching DVDs of experienced clinicians re-enacting therapy sessions where sexual attraction is an issue, utilizing detailed case scenarios in class for both small group discussion and general class discourse, reading recent research in this area for class discussion and debate, doing student role-plays, and bringing in guest speakers on this topic. In addition, it is vitally important for instructors to model effective ways to manage feelings of sexual attraction in therapy which can be done by sharing their own past clinical experiences with sexual attraction in therapy in both mutual and non-mutual conditions as well as doing role-plays as the therapist for the class to observe their specific interventions in action.
Clinical supervisors need to be very proactive in bringing up the issue of sexual attraction in therapy with their supervisees. In so doing, they model that it is a safe place to discuss the topic and that it is a common phenomenon experienced by most therapists. Previous qualitative research with a small group of pre-doctoral psychology trainees indicated that about half of them were hesitant to bring this issue up in supervision for a variety of reasons, including believing that these feelings weren't important enough to discuss or relevant to supervision, having negative feelings about their supervisor and doubting their ability to manage the topic competently, being worried that their supervisor wouldn't be supportive or that they might be insensitive or disrespectful and probe too much (Ladany et al., 1997) . In this study, most trainees who did disclose to their supervisors found them to be helpful, validating and supportive, but there were also negative instances noted where the supervisor was distant, competitive or sexually harassed the therapist. Clearly, this is an issue that supervisors need more training on (through attendance at continuing education seminars, consultation with colleagues, keeping updated with the research in this area, attending professional conferences, etc.) to ensure that they can provide a safe, wellinformed, comfortable and respectful setting for these issues to be explored in depth.
Limitations of the Study
One limitation of this study is that we utilized a convenience sample of our MFT graduate students enrolled in practicum classes to complete our surveys, so the results cannot be readily generalized to other populations. A replication study with a representative sample of MFT students is warranted for further exploration of these results. Another limitation of the study is that a vast majority of our students (83.93%) reported that they had never worked with a client who expressed sexual feelings or attraction towards them. Therefore, their responses to the survey were more theoretical in nature rather than stemming from actual experiences of this phenomenon.
Directions for Future Research
The vast majority of the research done in this area has been survey research. This does not allow for a more in-depth exploration of how therapists actually deal with sexual attraction in treatment and what they need from training and supervision to be more comfortable and competent at managing these issues. It would be very informative to conduct qualitative research with MFT students looking at various scenarios where the sexual at-traction occurs in individual, couples and family therapy to expand the scope of this discussion. Additionally, it would be valuable to conduct qualitative interviews with MFT trainees who have actually experienced sexual attraction in therapy to learn more about how that developed, what steps they took to manage it, and how helpful those steps were in treating their clients. They could also be asked for recommendations regarding other interventions that might have been of greater assistance to them in dealing with the sexual feelings while maintaining appropriate boundaries. Through further exploration into these issues, researchers will be able to identify successful training strategies for both educators and supervisors to utilize when working with students to manage feelings of sexual attraction in therapy in a professional, ethical and respectful manner.
Appendix Sexual Attraction Vignettes
SCENARIO #1: You are treating a 25 year old single female for an adjustment disorder with mixed anxiety and depressed mood. She has a good job and is generally very high functioning. She does not have a personality disorder. Two months into the treatment, she tells you that she is falling in love with you and has strong feelings of sexual attraction toward you. You do not feel any sexual attraction toward your client. 3. If you answered "No" to question #1, how would you handle this situation? a) refer your client to another therapist because of her feelings of sexual attraction to you b) discuss it with your client in terms of her transference feelings and assure her that no sexual contact will occur between the two of you. c) discuss it with a trusted colleague instead of your clinical supervisor d) continue therapy without focusing on the sexual attraction, since you know it won't be acted upon in any way.
Looking at Scenario #1 again, suppose you did feel sexually attracted to your client as well but were aware that you could not act upon these feelings. 6. If you said No to question #4, how would you handle this situation? a) refer your client to another therapist because of the mutual feelings of sexual attraction b) discuss it with your client in terms of her transference feelings and assure her that no sexual contact will occur between the two of you. c) Discuss it with your client in terms of your feelings of mutual attraction towards each other, and assure her that no sexual contact will occur between the two of you. d) discuss it with a trusted colleague instead of your clinical supervisor e) continue therapy without focusing on the sexual attraction, since you know it won't be acted upon in any way.
SCENARIO # 2.
You are working with a 22 year old single female who comes to see you following a relationship break-up. She is very distraught and about this loss and very emotionally expressive and dramatic in her clinical presentation. She likes being the center of attention with her friends and is somewhat sexually provocative in therapy. You have diagnosed her with a Histrionic Personality Disorder. Two months into the treatment, she tells you that she is falling in love with you and has strong feelings of sexual attraction toward you. You do not feel any sexual attraction toward you client. a) refer your client to another therapist because of her feelings of sexual attraction to you b) discuss it with your client in terms of her transference feelings and assure her that no sexual contact will occur between the two of you. c) discuss it with a trusted colleague instead of your clinical supervisor d) continue therapy without focusing on the sexual attraction, since you know it won't be acted upon in any way.
In the above scenario, how would you handle the situation if you did feel sexually attracted to your client as well but were aware that you could not act upon these feelings? (Circle as many as apply) a) discuss it with your clinical supervisor b) discuss it with your therapist c) refer your client to another therapist because of the mutual feelings of sexual attraction d) discuss it with your client in terms of her transference feelings and assure her that no sexual contact will occur between the two of you. e) Discuss it with your client in terms of your feelings of mutual attraction towards each other, and assure her that no sexual contact will occur between the two of you. f) discuss it with a trusted colleague instead of your clinical supervisor g) continue therapy without focusing on the sexual attraction, since you know it won't be acted upon in any way.
